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A. Change of Ownership and Change of Location information and requests for 
Provider Numbers are to be initiated by the responsible program manager or 
contract agency director and returned to the Deputy Director of Administrative 
Services. The Deputy Director of Administrative Services or designee will 
review and send the change information to appropriate State agency or 
Department of Behavioral Health unit and obtain a new Provider Number, if 
needed. 

I. PURPOSE 

1. Sixtv (60) days prior to the change of ownership, the Local Mental Health 
Director through the Deputy Director of Administrative Services must 
request a new provider number by sending a completed Provider File 
Update (Attachment 1, instructions are Attachment 2) to State Department 
of Mental Health (DMH), Statistics and Data Analysis, 1600 Ninth Street, 
Sacramento, CA 95814 or faxing to (916) 653-5939. 

2. The Local Mental Health Director through the Deputy Director of 
Administrative Services must send a Medi-Cal Provider Data Form 
(Attachment 3) and Medi-Cal Provider Disclosure Form (Attachment 4), 
completed by the responsible program manager or contract agency 
director, to Regional Chief, Department of Mental Health, Medi-Cal 
Oversight Southern Region, P.O. Box 59063, Norwalk, CA 90652-0063, 
(562) 406-3 93 7. 

Sixtv (60) davs prior to the change of ownership, the Local Mental Health 
Director or designee must notifL the State DMH at the address provided in 
Paragraph 2 above, of the following information: 

a. The old provider name, provider number, and the date of 
termination. 

b. The name and address of the new provider. 
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c. Provider number of the new provider. 

d. The date of ownership change. 

e. Any changes of staff or services offered. 

f. Name, title, and phone number of on-site contact person. 

g. Request a fire clearance for the new location. (This is to be 
requested by the on-site clinic supervisor or contract agency 
director). 

Failure to noti@ the Medi-Cal Oversight Office sixty (60) days prior to the 
change of ownership may result in a delay or actual loss of SDNC revenue for 
services provided during the non-certified period. 

C. Chan~e of Location (SDIMC) 

Sixtv (60) davs prior tc the change of clinic location, the local Mental Health 
Director must notify DMH of the following: 

1. Provider number. 
2. Provider name. 
3. Old address. 
4. New address. 
5. Anticipated date of location change. 
6. Verification of fire clearance. 
7. Any changes in staff or services offered. 
8. Name, title and phone number of on-site contact. 
9. Involuntary chmges of location due to disaster should be reported as soon 

as possible and are not subject to the sixty (60) days prior to notification 
requirement. 

The notification is to be sent to the same address as in "Change of Ownership" 
above. 

D. Program Changes (SDfMC) 

Sixtv (60) davs prior to the changes noted below, the Local Mental Health 
Director must notify DMH of the following: 

1. Planned structural changes requiring a new fire clearance. 

2. The provider adds day treatment or medication support services when 
medications will be administered or dispensed fiom the provider site. 

- 
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E. Certification (SDMC) 

The Medi-Cal Oversight Office (for County clinics) or DBH Authorization 
Review/Utilization Review Unit (for Contract Agency clinics) will make an on- 
site survey for certification where there are significant changes in staffing or 
services offered. If an on-site survey is required and standards are met, the 
facility will be certified as of the date of the change of location or ownership. If 
an on-site survey reveals the facility to be out of compliance with any of the 
critical standards, clinics are allowed sixty (60) days to come into compliance 
before decertification action is taken by the State. 

F. Change of Location or Ownership Won SDMC) 

When a non-Short-Doylemedi-Cal provider changes ownership or location, the 
responsible program manager or contract agency director must notify the Deputy 
Director of Administrative Services, who will complete a Provider File Update 
and send to Statistics and Data Analysis of the State Department of Mental 
Health. 

ll-rl%>-lot 



STATE OF CALIFORNIA - HEALTH AND WELFARE AGESCY 

PROVIDER FILE UPDATE 
MH 3829 (8197) 

No. 5-1.20 Attachment 1 Page 1 of 1 

DEPARTMENT OF MENTAL HEALTH 

COUNTY SUBMITI'ING FORM: 

TYPE OF TRANSACTION (Check one): Add Change Inactive 

FISCAL YEARS: LA-l  L l - J  l-.u 

Is thls Provider a satellite clinic? (Check one): Yes No 

COUNTY CODE: 1 1 1  

LEGAL ENTITY NUMBER: I I I I I 1 (If a Legal Entity number has not been assigned, 
complete Legal Entity File Update form.) 

PROVIDER NUMBER: L - l l - l J  
PROVIDER NAME: 

PROVIDER ADDRESS: 

PROVIDER CITY: 

ZIPCODEOFPROVIDER: I I 1 ( 1 

DATE PROVIDER SERVICES: Started I I I 1 Ended I 1 I 1 1 
M M Y Y  M M Y Y  

SHORT-DOYLEIMEDI-CAL PROVIDER? (Check one): Yes 0 No 

PROVIDERTYPE: 1 I 1 CONTRACTTYPE: u 
MODE OF SERVICE SERVICE FUNCTION 

COUNTY 
CONTACT PERSON: PHONE: ( ) DATE. 

SD/MC Mode of Service Start Date 

M M D D Y Y  

End Date 

M M D D Y Y  

u 
u 



No. 5-1.20 ATTACXKENT 2 

PROVIDER FILE UPDATE INSTRUCTIONS 
I 

L FISCAL YEARS: List the fiscal ye;u(s) to which the transaction applies; e.g., - 98 for July 1. 1997 to 
June 30. 1998 and 99 for July 1,1998 to June 30, 1999. 

A satellite clinic is a clinic that is open less than 20 hours a week and reports services using the parent 
clinic provider number. Parent clinics arc assigned a 0 (zero). Satellite clinics are assigned a number 
from 1-9. These numbers arc listod in the ParentlSatellite (PIS) field. 

LEGAL ENTITY NUMBER: Legal Entity Numbers are assigned by tbe S t ~ t e  Department o l  Mental 
Health, Statistics and Data Analpin. I f  a number has not been assigned, then complete the Lcgal Entity 
File Update fonn. 

PROWDER NUMBER: I f  this is a new pr~vidor, the State Dcpmrtmcnt of Mental Health, Statistics 
and Data Analysis will sssign the number. 

DATE PROVIDER SERVICES STARTED: The month and year the county first cantracts with the 
provider. A date of 9999 means the provider number was assigned prior to July 1,1984. 

DATE PROVIDER SERVICES ENDED: The month and yoar the county no longer contracts with the 
provider. 

SHORT-DOYLE/MEnI-CAL PROVIDER eligibility will be determined by the State Department of 
Mental Health. Mcdi-Cal Oversight. Statistia and Data Analyaib will update the provider file when 
the HCFA 1539 form h received from Medi-Cal Oversight. 

PROVIDER TYPE: The type of facility ar license of the provider. 
L 

01 = State Hospital 
02 - Psychiatric Hospital 
03 - General Hospital 
04 = Psychiatric Health Facility 
05 = Skilled Niining Facility 
06 - Intermediate Can Facility 
07 = Outpatient Clinic 
09 - Small Family Home 
10 = Large Family Home 
I I = Group Home 

12 = FarnilyDayHome 
13 - Preschool Center 
14 - Day Care Center 
15 = Sheltered Workshop 
16 Social lRehabllitarion Center 
17 = Social Rshabilitation Facility 
18 = Vocational Rehab Center 
19 - Special Sewice Center- 
20 = Home Finding Agency 
2 1 = Case Muagmtnt Agency 

22 = Psychiatrist 
23 = Psychologirt 
24 - LCSW 
25 = MFCC 
26 = RN 
27 = Mixed Specialty Practice 
28 - Community Treatment 

Center (CTF) 
99 - Other 

CONTRACT TYPE: 
1 = County Mental Health Staffed 3 = Private Contract 5 = County MH StatrUPatch" 
2 - County Interagency Agnmmt 4 = State Conhact at a Contract Provider 

MODE OF SERVICE: 

05 = 24-Hour Sewicm 25 = Research and Evaluation 45 = Community Ouve~ch 
10 - Day Services 40 - Formal Training 55 = Medi-Cal Administration 
15 = Outpatient Senices 4 1 = Contract Administration 60 = Suppon Services 
20 = Administrative Support 42 = UtilizationRevim 

SERVICE FUNCTION: See the Cost Report Manual for valid codes. 

SEND the form to: Department of Mental Health, Statlrtlce and Data AnPlysi 
1600 Ninth Stma 

c Sacramento, CA 95814 
or FAX the form to: (916) 327-9337 - 



No. 5-1-20 ATTACHMENT 3 Department ofMend 6tak of California - Health and Welfare Agency 

'MEDI-CAL PROVIDER DATA FORM 
-- 

7. L i i  facility owncr(s). List owncr(s) professional liccnw numbers, if applicable. (For corporations, l i i  corporate name only.) 
(Aaach a scparPbc sheet of paper if more space is needed.) 

I. Facillty Name 

2. Faciltty Address Number Strcn Telephone Number 

City County State Zlp Code 

3. Pay to Addrw (Lf different) Number Stmt Telephone Number 

City County State Zip Code 

8. In addition to this ficility, please indicate other fecilitia or practices that the owncr(s) may b e .  
(Aaach a scparaoc sheet of paper ifmole space is nctdcb) . . 

4. F e d d  Employer's 
Tax ID Number (FEN) 

5. Focal YI 
End MOI 

Name 

9. List previous Medi-Cal provider numb that thc 0-1) havc bcen issued. 

6A Type of O r g a n i o n  (Check one) 

State Govunmc11t Nongovcmmental Non 

County Government 0 Nongov~unencal for 1 

0 City Govcmmcnt 0 Other (specify) 

68. Type of Ownership (Check one) 

Individual 0 Corporation 

0 Parmuship Other (specify) 

Name 
P m h i o n d  
State License 

Number 

Address (Acaul Facility or MIX Location) 

10. Is this a teaching facility for residents urdlor interns w t u ~  arc salaried by a hospital? 0 yes 0 No 

Pmfcsrio~ 
Stuc Liar 

Numbu 

Icerilfj, h r  the above mfonnation & h e ,  aeauute, mrd complete to the b u r  of my knowlrdge 

Name Used For Billing From This Location 
Pronder Nu 

Assigned ; 
This Locati 

1 I. Applicant's Typed or Printed Name 

13. Applicant's Sigmaam 

12. Applicant's Typed or Pnntcd Title 

14. Datc 



atace or wtmrma - ncsrrn ma w s ~ w  ngcncy NO. 5-1.20 ATTACHMENT 4 
I .  MEDI-CAL PROVIDER DISCLOSURE STATEMENT OF SIGNIFICANT BENEFICIAL INTERESTS 

Name: Type of Provider: 

Address: 

Medi-CaI Provider Number: 

1 1 1 1 I I 

I hereby cert1;tL underpenalp ofperjury that all the &we statements are brrr and cotmct to the best of my knowledge. 

INSTRUCTIONS 
Section 14022 of the W c k  and Institutions Code provida that no payment shall be made to a Medical provider or to my faciliry or o w  
in which he or his immediate fnmily has a *signXcant beneficial i n t a d '  rmlm the provider has a statement on file disclosing his or the interest 1 
immdiate family has in other McdiCal providers to which they d e r  beneficiaries. The appticable section under Medi-CaI pro-eryn regulations 
Section 51466. Article 6. Chapter 3. subdivision 1 of Division 3 of Title 22 of the California Administrative Code. lhk regulation is shown below. 

1. Evny provider must complete this form 

2 Ditdosure must be made for each memba of the provider's immediate family - spouse, Pam& s p o ~ e ' s  P a m a  Chiddm and spouscs 
children 

3. 'Significant beneficial interest' means any financial interest that represents either five percent of the total intaert or a value of S25.01 
imspective of the percentage ownership. How different of interests arc to be valued u n  be dctamhed by rcfanng to Section 5 146, 

4. If a provider has no "siflcant beneficial inkred in other p rov ida  to which Mcdi-Cal recipients an ref& place 'no intcd on  ti 
first line and sign the muemat. 

51466. Disclosure of Significant Beneficial Interest (8) Intua in a parmaship shall be dctamincd on the basii of th 

(a) A pmvidcr shall not bid or submit a claim for sewice involving the pacentage of ownaship specified in either a wriucn or verbal pamrmhii 

nfcd  of a bencficiary to or h m  rnorhcr provider tmlas each provider has - 
disclosed any sigoiticant b d c i d  intnat- arirting berwcm the providers. (C) lntaat in a corporation shall be demmimd by wmputing thl 
D i i c l o ~  rhrll k uwmplish+d by completing tnd mbmit!ing a MediC?I percentage of stock or bonds owned or the totill oummdiig sharrs or bond 
Pmonal D i s c l m  Statement of S i @ a  Bcnedcial Inmtn form as pmvided of the wrpordon as of the last worfring day of thc month pnadio! 

the -t complima with (a). 

@) A provider that fiit to comply with (a) or that submits a hlw or incorrca @) AU other 6nancial mangrmenrs shall require a t a b f ' i n t  of a Exi 
disclosure shall be subject a, a suspension h m  participaon w payment under the and reasonable dollar value for both the .heren and the whole. Thc 
McdiCjl program pcfccnnge ianmt shall be wmpupcd as the paccntage the dollar value o 

(c) For the purpose of thin redon: 

(1) SiguZwnt kncficial in- m c a ~ ~  any 6nanCi.l interest held by a 
provider, or a member of the provider's immediate Wily, in anofher provider tha! 
is equal to or grraccr than the l a t e r  of the tollowing 

(A) Five percent of the whole. 
(B) ns.ooo.00. 

(2) nImmcdiate h i l y "  mcans spoux. SO& daughter, tplher, mother. fhdur- 
in-law, mother-in-law, son-in-law, or dnrr$~ra-in-law. 

(d) 1- held by a provider and manbas of that provider's M m c d i i  
family shall be combined d valued as a single in- 

(1) The extent of f d  innrat shall be determined a follows: 

(A) Full ownership shall be considered as 100 percent f i nand  inkmt and 
conml ~=gYdlezt of mortgages or orhu encrrmbmces. 

tbt inmcst scprcscnts of the whole. 

(2) The dollar value of the tollowing typa of ~ ~ ~ t r  shall bc 
dmrmined a follows: 

(A) Bonds, ovcr-thc(ountm stocks and stDckr l i d  on the major smcl 
cxchaagcs shall be valued at the closing selling price on the I l u t  working da! 
of the month compliance widr (a). 

(B) Slocta m a dosely held wlporation hall be valued u the originr 
purchw price, par value, or cumnt market value. whichever b w r .  

(Q PYmcnhip bterao shall be valued ac the mtnl dollar moun 
hvaad in organking the p d i p .  A hir md rrssonable dolb 
quivalmt shall be dctwmined if inwancnt is not in fonn of monies. 

(Dl All other financial arrangemeno shall be valued at the aaual d o h  
invarmcnt or r fair and rryonable dollar quivalcnt for inwmnenn not K 
thc form of monies 


